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The choice between intramedullary nail devices and
sliding screw plate devices for the fixation of
unstable trochanteric fractures remains controver-
sial.1,9 Intramedullary devices may be the preferred
implant for fixation of reverse oblique fractures,5
but have been associated with specific complica-
tions. Notably, femoral shaft fractures distal to the
nail and cutting out of the lag screw have been
reported.3,7
Other devices used for the fixation of proximal
femoral fractures have been occasionally reported
to migrate into the pelvis. This has occurred with
the Steinmann pin, sliding screw of DHS, etc.2,6,8
Migration of lag screw from an intramedullary
hip fixation device into the pelvis has not pre-
viously been reported. We present a case where
the lag screw from a trochanteric nail migrated
into pelvis.Case history
A 71-year-old male Caucasian tripped and fell onto
his right side, following which he had pain in the
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no other concurrent medical problems.
Radiographs of his pelvis revealed an intertro-
chanteric reverse oblique fracture of the right
femur (Fig. 1). This was a type II fracture by Evan’s
classification (unstable).4
He underwent internal fixation the next day using
an intramedullary nail. The implant used was a
trochanteric nail (DePuy ACE — Johnson & Johnson).
A nail measuring 200 mm  13 mm with 1308 neck
angle was used. The lag screw used was 105 mm long
with a diameter of 10.5 mm. The proximal part of
the nail had a diameter of 16 mm with a 58 bend
towards long axis of femur (Fig. 2(A) and (B)).
The patient was slow to mobilise after the opera-
tion and was discharged home 26 days after the
procedure. The patient came back to the A&E 1
month after discharge with a 4-day history of diffi-
culty in walking.
Radiographs of the pelvis revealed migration of
the lag screw into the pelvis (Fig. 3). The proximal
part of the nail had cut out laterally from the
trochanteric region and the fracture had gone into
significant varus. CT with intra-venous contrast
revealed that the tip of the lag screw was situated
3 cm posterior to the external iliac artery and vein
and just lateral to the internal iliac artery and vein.
It was decided that this screw had to be retrieved,
and the assistance of vascular surgeons was sought
and the procedure was performed in conjunction
with them.
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Figure 1 Anteroposterior radiograph of pelvis with both
hips showing intertrochanteric reverse oblique fracture on
the right side.Extra peritoneal transabdominal approach was
used to reach the right iliac vessels and the lag
screwwas located. The screw could not be delivered
out through the pelvis. The previous scar in the thigh
was re-opened, and the nail was extracted. The T
handle could not be tightened into the lag screw, so
the lag screw was pushed slowly into the pelvis and
retrieved through the abdominal incision.
The patient subsequently underwent a total hip
replacement with an uncemented long stem inter-
locked femoral component and a cemented acet-
abular cup.Figure 2 (A) Anteroposterior radiograph of right hip
immediate post-op; (B) lateral radiograph of right hip
immediate post-op.Discussion
We have looked for the possible technical errors in
our particular case. The entry point was slightly
more lateral than the ideal. An anti-rotation screw
— optional, as recommended by manufacturers —
could not be inserted, due to the relatively proximal
position of the lag screw.
There are a few limitations in the implant design,
which also contributed to this complication. The lag
screw does not have a compression screw laterally
to prevent its medial migration. It also lacks the
setscrew — which some other devices have — due to
its option of an anti-rotation screw. The setscrew
when inserted from the proximal end of the nail
engages in its slot over the lag screw and allows it to
slide but not to rotate.
There is lack of mechanical factors hindering the
rotation and medial migration of the screw due to
these deficiencies in the implant.The proximal cut out of the nail and the varus
shift of the fracture would lead to the nail impinging
on the lag screw at the edges of its slot. If the nail
impinges and allows rotation of the lag screw only in
a clockwise direction, the lag screw could be driven
forward with movement of femur in flexion and
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Figure 3 Anteroposterior radiograph of pelvis with both
hips showing proximal cut-out of the nail, varus angulation
at the fracture site and pelvic migration of the lag screw.extension at the hip. A firm hold of the nail in the
distal fragment with the interlocking screw, will
allow the nail to propel the lag screwmedially. Once
the lag screw gets purchase in the acetabulum, it
can be driven forward even if it disengages from the
nail by further hip movements.
In our case, insertion of an anti-rotation screw
would have distributed the load more evenly on
the screw tip and also prevented rotational move-
ment of the nail around the lag screw. We would
suggest that insertion of an anti-rotation screw
may be essential (not optional) in this deviceand a compression screw should be attached to
the lag screw as an additional precaution against
medial migration.
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